patients, who came forward voluntarily, did not resemble the stereotyped impression of an alcoholic then current. They realized spontaneously that their addiction required treatment, and availed themselves of services when acceptable clinics were provided.
International emphasis was given to the recommendation that alcoholics should be treated in psychiatric services only if these dealt with acute and recoverable conditions (W.H.O., 1951) . General practitioners were shown to be aware of only a small proportion of alcoholics in their practices (Parr, 1957) . At the same time as the ineffectiveness of the meagre existing services was emphasized and the extent of undiagnosed alcoholism became evident, the promising treatment-value of group psychotherapy became known (Gliedman, 1958) , as did the need for planned aftercare of abstinent alcoholics following initial hospital treatment (Walton, 1961 ; Wolff and Holland, 1964) . In the defective state of present knowledge, therapeutic services can be regarded as adequate only when provision has also been made to evaluate the outcome of treatment of alcoholics, to determine the effectiveness of different methods, and to investigate which personal factors affect prognosis.
Plan of Treatment
The following method of treatment is used in the Edinburgh Unit. Patients are referred by psychiatrists (52% of the sample described below) or by physicians or general practitioners (48 %) . Some patients attend spontaneously, but their general practitioners are informed of the self-referral and of the treatment plan proposed.
All alcoholics referred have a detailed psychiatric examination and their addictive state is assessed. Wherever possible they are admitted for initial inpatient treatment lasting three to four weeks. If withdrawal symptoms are prominent these are -treated, some patients being kept in bed for the first few days. Any physical illness detected is given appropriate attention.
Senior Lecturer, Department of Psychiatry, University of Edinburgh. The basis of the treatment is daily group psychotherapy. Spouses are seen and implicated in the treatment programme, the psychiatric social worker and the nursing staff taking a prominent part in co-ordinating the communications between patient and spouse. Patients are helped to understand the course, symptoms, and aetiology of alcoholism by viewing films, by participating with staff in discussions, and by reading about the disorder (Kessel and Walton, 1965) . Daily group psychotherapy is combined with individual psychotherapy. The use of disulfiram (Antabuse) is explained and advocated. The psychiatrists and nurses observe the interactions among patients throughout the day, and make full use of these to assist patients in exploring self-defeating behaviour patterns. When any crisis arises nurses call iformal group meetings so as to foster the patient's participation and responsibility. Association between inpatients and outpatients is facilitated by providing tea in the unit after outpatient psychotherapy group sessions, the current inpatients acting as hosts.
On discharge an aftercare programme is planned for each patient. Most are assigned in groups of eight to a psychiatrist, who conducts a closed group-therapy session once weekly, lasting one and a half hours. A group is organized to meet for a year or longer. Of the patients discussed in this report, 61 % were assigned to therapy groups; the remaining 39% were asked to attend-for individual interviews as outpatients. Of all patients, 43% made fewer than six attendances in their first six months of outpatient treatment, while 57% attended more often.
Patients Studied
All the first 83 patients referred to the unit after it opened in October 1963 were studied for 18 months after their first attendance. The great majority had been admitted, only 11% being treated solely as outpatients. A substantial proportion, 24 %, were women. The social-class distribution, assessed according to the Registrar-General's classification, is shown in Table I . If it be assumed that alcohol addiction is equally prevalent in all social classes, the figures support our clinical For a substantial number of patients this was not their first treatment venture: 32 % had been treated elsewhere as inpatients for alcoholism and 35% had attended Alcoholics Anonymous before their referral to the clinic.
Patients were systematically studied for symptoms characteristic of alcohol addiction: 65% reported alcoholic amnesias and 64 % had experienced symptoms of the abstinence syndrome. Serious social consequences of addiction were also studied: 30% had at some time been discharged from their occupation on account of excessive drinking, drunkenness at work, or absence due to drinking. Because 40% of Edinburgh males attempting suicide had been reported to suffer from alcohol addiction (McCulloch, 1965) , suicidal behaviour was inquired into. Among the group of patients, 24% had attempted suicide once or more. Traffic offences due to drinking were reported by 17%. Apart from a traffic offence, conviction for drunkenness was also reported by 17% ; for stealing or embezzlement by 14% ; and for the use of cheap wine or spirits by 11 %.
Alcohol addiction passes into the more serious stage of chronic alcoholism when somatic impairment attributable to alcohol occurs. Physical complications from alcohol consumption, persisting when the intake stopped, were found in 16%. This load of sometimes serious physical illness in a unit for alcoholism makes provision of competent general medical care essential. Six of the patients had delirium tremens, two hepatic cirrhosis (confirmed by liver biopsy), three peripheral neuritis, and two chronic amnesic brain syndrome.
Progress with Treatment
All patients in the sample were contacted six months after referral and again at 18 months. The examining psychiatrist rated each patient's state at follow-up and also took into account information available from general practitioners, relatives, nursing staff, fellow-patients, outpatient attendance records, and reports of outpatient group conductors.
The drinking status of patients six months after they entered treatment is shown in Table III . Contact was made with all but four patients. Over half (54%) were abstinent, and more than half (30% of the total) had not taken any alcohol. Some of the abstinent patients had experienced one lapse (12% of The patients who had not been admitted were nine in number (11%). As stated above, initial inpatient treatment is regarded as desirable, so the course of these patients is of interest. Three were fully abstinent after six months, one had two lapses but was abstinent, two were improved but drinking, and one was not improved. Progress of alcoholics who were treated solely as outpatients has been the subject of further study (Ritson. 1966 ).
Outcome After 18 Months
Other investigators (Davies et al., 1956; Gerard and Saenger, 1959) have found that the drinking status of a patient six months after beginning treatment was a good indicator of his state also at two years. This sample of patients was evaluated again 18 months after beginning treatment.
As Table III shows, the proportion found abstinent was similar, 51%. However, by this time almost two-thirds of the abstinent patients had lapsed-that is, they had one, two, or three drinking episodes.
A patient who drank on more than three occasions during the 18 months was rated as drinking even if abstinent at the time of follow-up assessment. Seventeen per cent. of the patients were rated as improved but drinking, on the same criteria as at the six-month follow-up. Twenty-six per cent. were not improved. These proportions were similar to those that had obtained a year previously; but now three of the patients were dead, two by suicide.
The main conclusion to be drawn from these findings is that a majority of abstinent alcoholics occasionally drink. Many set store by daily disulfiram during the initial months of sobriety but give up the self-medication once abstinence is well established. A number hopefully deceive themselves into believing that a capacity for controlled use of alcohol will have returned, and succumb after trial drinking. While some addicts escape serious consequences after drinking once or only a few times, the loss-of-control type of addict (see below) in particular can be precipitated into a calamitous relapse by what he imagines will be a single drink. An outpatient psychotherapy group can explore effectively for a drinking member the conflicts that precipitated his lapse (Gliedman, 1958) .
Associated Psychiatric Diagnosis
While psychiatrists are conscious of the relative unreliability of diagnostic categories of mental disorder, the evaluation of accompanying mental illness in patients can be indicated best in terms of the currently used clinical classification. To classify patients diagnostically, the three authors defined varying categories of disorder and assigned patients by consensus following discussion. We were closely familiar with the patients, and had at our disposal detailed notes about the mental state of each of them at referral, and also on-going observations made during the inpatient phase of treatment.
Alcohol addiction has long been viewed as a symptom of underlying psychiatric illness. This was the sense of Bonhoeffer's (1901) dictum: "Alcohol addiction is in the first place the symptom of a mental disease." Recognizing the association of alcoholism and psychiatric disorder, some writers have stressed that the outcome depends on the basic psychiatric condition, which thus complicates evaluation of the prognosis of addiction. Most clinical studies of alcoholics give particular emphasis to personality disorder-for example, one investigator (Glatt, 1959) categorized his subjects according to whether they were or were not psychopathic.
Three main diagnostic categories were defined: personality disorder, psychoneurosis, and psychosis; and three degrees of personality disorder were differentiated. (" inveterate drinking ") . Some of our patients with this form of addiction are coopers in whisky distilleries, or customs-andexcise men who work all day with spirits to hand.
The addictive pattern of the alcoholics in the present sample was evaluated by detailed questioning on referral. In 34% the drinking pattern was of the more dramatic loss-of-control type, and 22% met the criteria of the regular, restrained form. If the pattern of drinking was not distinctive, patients were placed in an intermediate category. Of these, 170/% were rated as closer to the loss-of-control form, while 27% resembled more closely the regular, restrained pattern.
The evidence, therefore, is that the inability-to-abstain type of addiction, while not as common as the well-known loss-ofcontrol type, is found in substantial numbers of our alcoholic patients. An important proportion of alcohol addicts will be overlooked-certainly in a Scots sample-unless this form of addiction is recognized.
The loss-of-control addicts tend to do better with clinic treatment than the regular, restrained addicts, but not so frequently that outcome is related significantly with drinking pattern (Table IV) . 
Pattern of Drinking
The recent evidence (Morrison, 1964 ) that mental hospital admissions for alcoholism are seven times more common among men and five times more common among women in Scotland than in England inevitably calls for comparison of drinking cultures in the two countries. One possibility is that drinking patterns vary.
There are two main patterns of abnormal drinking.
1. The better-known one is loss-of-control addiction, which has been widely publicized in information disseminated about alcoholism (to the neglect of the second drinking pattern) perhaps because it is more prevalent in Anglo-Saxon countries and because Alcoholics Anonymous caters specifically for it. In loss-of-control addiction the alcoholic is repeatedly intoxicated ; his drinking is phased in bouts separated by brief attempts at abstinence. Characteristically an addict of this type craves for drink, and has a compulsion to continue drinking whenever he starts. Jellinek (1960) suggested that the withdrawal symptoms are especially pronounced, leading to renewed drinking intended to counteract them, but producing comfort for only a short time. He suggests that the discomfort (craving) returns as soon as the blood-level of alcohol begins to fall, thus postulating a physiological basis for the form the addiction takes.
The loss-of-control (gamma) addict's pattern of consumption leads to disruption of his social relations, his work capacity, and his health. His " benders " may be separated by spells of illness or Self-punitiveness In addition to associated psychiatric disorder and pattern of addiction, we have made clinical evaluations of these patients' personality structure. No typical alcoholic personality has been defined in psychological investigations of alcoholism. The clinical impression is that two broad classes of addict occur, differentiated by their conscience-formation. The conscience is the part of the mind made up of a person's moral laws and values. Some alcoholics judge themselves as unsatisfactory and unworthy; they are low in their self-esteem, and reproach and despise themselves, strenuously attempting to inhibit their impulses, which they perceive as damaging. Other alcoholics are conspicuously free from self-criticism or inhibition, and show little remorse over their own failures or when they cause distress to others. They are impressively carefree and escapist in outlook.
Whether a person has a self-punitive type of conscience on the one hand, or is uncritical and self-indulgent on the other, is held to depend on the relation that existed between the child and his parents. The conscience is an aspect of personality held to derive in large part from parental rewards and inhibitions that become internalized, parents acting to convey to the growing child the rules and standards of their culture. Clinical observation suggests that self-punitive alcoholics often have a Treatment of Alcoholics-Walton et al.
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MEDICAL JOURNAL past history of parental loss, neglect, or cruelty. The escapist alcohol addicts, in contrast, seem often from their own accounts to have been pampered, over-indulged children. Three personality categories were defined, and after clinical assessment on referral each patient was assigned to the one considered most appropriate:
1. Impunitive patients were those thought to be hedonists, carefree and uninhibited people, not inclined to blame themselves for failures or misdemeanours. They were low in hostility, and certainly did not turn aggressiveness upon themselves.
2. Moderately self-punitive patients were those who expressed remorse for the harm they caused other people, who were self-critical and discussed their failings, and were assessed as low in self-esteem.
3. Grossly self-punitive patients were conspicuous for selfreproach and self-disgust. Some referred to themselves as rubbish, devils, monsters, or outcasts. Women placed in this category sometimes said they were prostitutes or evil. These harshly self-critical patients often roused much concern and attention in other patients and in treatment staff as a result of their castigation of themselves. 
Summary
Over half the alcohol addicts treated in a specialized clinic were found to be abstinent after six months and also after 18 months. Many of these abstinent patients had episodes of drinking, showing that for them outpatient treatment after the initial hospitalization had been necessary. Although few needed readmission, the number requiring outpatient support increased with the length of the follow-up period.
Outcome was studied in relation to psychiatric diagnosis, pattern of drinking, and conscience-structure. Patients with mild personality disorders responded best in treatment ; patients with psychoneurosis and moderate personality disorder fared equally well, not supporting the belief sometimes advanced that psychoneurotic symptoms in addition to addiction make for particularly good prognosis. Psychopathic addicts did least well.
The regular, restrained form of addiction, not catered for by Alcoholics Anonymous, was the drinking pattern of a substantial proportion of patients, although the more florid loss-ofcontrol form of addiction was the commoner.
Of greater prognostic significance than either the associated psychiatric disorder or the addictive pattern was the patient's conscience-structure. Addicts with moderately self-critical traits did best in treatment; next most favourable was a conscience of escapist type; none of the grossly self-punitive patients succeeded in becoming abstinent.
